Though low BMD explains the majority of fractures, a significant percentage of patients with fractures have normal BMD. The factors beyond BMD include the bone geometry, volumetric density, trabecular bone score, microarchitecture, and the estimated bone strength. [4] Newer techniques like hip structural analysis look into these aspects to derive a more meaningful estimate of the BMD and fracture risk estimation. Researchers have developed the FRAX tool based on the country specific epidemiological and clinical risk factors. The availability of Indian specific database for the FRAX is a major development in the field of osteoporosis. The ethnic differences in the BMD and fractures are the areas of interest in the last couple of decades. Blacks are known to have a lesser consumption of calcium and vitamin D but have stronger bones than the whites. The bone mineral content of children with European ancestry is lower than children with African lineage. [5] Age-adjusted fracture risk is higher in persons with White ethnicity, when compared with Asians and Africans. The ethnic variations are contributed by the genetics, skeletal size, environmental factors, lifestyle, body composition, and other factors. Humans have been classified into various ethnicities depending on the area of residence and origin of the ancestors. The genetic similarities may not be truly representative in the current era of the population migration and interracial marriages. Epidemiological studies have shown that having a first-degree relative with fracture and a previous history of fracture is predictive of future fracture leading to the aphorism "fracture begets fracture." Many population-based studies involving families and monozygotic twins have demonstrated that the bone density has a high heritability factor. [6] India is a vast country with many ethnic and regional variations. In this issue of the journal, Cherian KE, et al. have highlighted the influence of different reference databases on the categorization of low BMD in a cohort of South Indian women. [7] The authors have used four different databases (North Indian, American, Korean, and Italian) for the prevalence estimates. The major finding in the study is a perfect agreement between the North Indian and American database for the diagnosis of osteoporosis at both spine and femur. This study re-emphasized the importance of population-specific reference database in the diagnosis of osteoporosis. The reference database is also important in the assessment of the BMD in premenopausal women. In these patients, guidelines recommend the use of ethnic-and race-adjusted Z-scores to define "low BMD for the chronological age." Men generally have large bones, and since DEXA is size dependent, men have a higher BMD than women. This also necessitates a discussion, whether the population reference range should be gender specific.
The pivotal role of DEXA scan emphasizes the need to have a robust test that has good sensitivity, specificity, and predictive value. Incorrectly performed DEXA can lead to misdiagnosis, inappropriate referral, and treatment, all of which are responsible for increasing the healthcare expenditure. On the contrary, an incorrect interpretation could overlook a serious condition that could prevent a fracture, with a far-reaching economic consequence. It is pertinent to mention that short stature is another endocrine disorder, where the normative data play an important role in the diagnosis. The demographic transition and the epidemiological trends have led to frequent revision of the growth charts used for the diagnosis of short stature in Indian children. [8] The number of patients with osteoporosis is increasing exponentially with an increase in the life expectancy. In view of the aforementioned facts, the major challenge is to accurately diagnose the osteoporosis by DEXA scan, using the specific population database. A population-based data derived
